THOUGH direct excision of an aneurysm affords long term protection, this method often has been unsatisfactory because of the immediate operative results. Experience suggests that operative procedures other than excision of the sac or direct clipping often provide equal protection against recto'rent hemorrhage with less morbidity and mortality. This has seemed particularly true in patients with anterior communicating aneurysms. For this reason, in an increasing number of patients with this lesion, we have not attacked the aneurysm sac itself, but have utilized proximal, and proximal and distal, ligatiou of the "feeding" anterior cerebral artery. This technique was not suitable for all patients with anterior communicating aneurysms and has only been used for those patients in whom specific criteria were present.
Criteria for Selection of Patients
All patients selected for this procedure met prescribed requirements. Each must have had : a) One or more episodes of spontaneous subarachnoid hemorrhage. b) Arteriographic evidence of a single intracranial aueurysm located near the anterior communicating artery obtained only by injection of the ipsilateral common carotid artery. c) An injection of the contralateral common carotid that showed patency of the anterior cerebral on that side but no filling of the aneurysm. or anomalies of the cerebral vessels such as filling of the aneurysm and both anterior cerebrals by injection of one common carotid.
Technical Features
A unilateral frontal craniotomy is done on the side of the aneurysm. Drainage of cerebrospinal fluid from the lumbar subarachnoid space and/or partial frontal lobectomy is preferred over the use of Urevert or excessive frontal lobe retraction, but hyperventilation anesthetic techniques seem most satisfactory. The optic nerve and internal carotid artery are identified and the anterior cerebral artery exposed at its origin from the carotid artery and as it crosses over the optic nerve. Several perforating vessels may be seen in this part of the anterior cerebral artery. These vessels should be spared. Dissection is continued medially along the anterior cerebral artery within the subarachnoid space up to the site of the aneurysm. Two aids in deciding when this area has been reached are identification of the beginning of obliteration of subarachnoid space around the anterior cerebral artery (the result of previous hemorrhage), and the estimation of the length of the anterior cerebral artery afforded by angiography. Just proximal to an anterior communicating artery aneurysm, the opposite anterior cerebral artery is usually only a few millimeters away from the medial portion of the aneurysm. In fact, anatomical distortions from hemorrhage may place all these structures in direct continuity. Dissection preferably should not be carried out to identify the opposite anterior cerebral artery, but great care should be exercised to insure precise placement of the clips on the homolateral artery without involving the opposite vessel.
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Permanent clips (Oliveerona) should be placed on the honmlateral vessel at right angles to the linear dimension of the artery. If only the proximal anterior cerebral artery is to be ligated, then the operation is temfinated at this point.
If the homolateral anterior cerebral artery is to be ligated at a site distal as well as proximal to the anterior communicating artery, complete reorientation in the operative field is now neeessary. The homolateral frontal lobe is retracted laterally away from the falx eerebri and separated from the opposite frontal lobe at the level of the genu of the corpus callosum. Both anterior cerebral arteries are identified. At this point in their course these vessels may cross each other several times from side to side so that at any one level the eontralateral vessel may reside closest to the honmlateral frontal lobe or vice versa. For this reason branches of these vessels must be traced to their respective henrispheres, making identification of the homolateral artery absolute. This vessel is then traced inferiorly until the area of the aneurysm is encountered. Multiple dips are placed across the anterior eerebral artew at this juncture. Dissection of the "neck" of the aneurysm is avoided.
Results
The series studied included 14 females and 11 males ranging in age from 9-65 years. Ideally operation was carried out after the immediate effects of acute subaraehnoid hemorrhage had subsided. The time interval between the last hemorrhage and operation is indicated in Table 1 . However, the condition of the patient was considered more important than the interval from the last hen> orrhage when determining the optimal time for operation. Stupor, hemiplegia, or aphasia were usually felt to be contra-indications to surgery. There were 4 exceptions in this series; these patients had had repeated subarachnoid hemorrhage during a period of observation on the ward. Two of them subsequently had proximal and i proximal and distal ligations of an anterior cerebral artery. In each, however, operation was carried out Albert W. Cook, Donald M. Dooley and E. Jefferson Browder before there had been recovery from stupor. Three of these individuals died; the fourth, with proximal ligation, survived a prolonged period of severe neurological dysfunction. Table ~ gives the immediate operative results in terms of mortality and morbidity according to the type of procedure employed. A reasonable cause could be found for each of the 5 deaths. Hypothermia was utilized in one case only, but the patient died on the operating table from ventricular fibrillation during the rewarnfing phase. Another patient who was in stupor before operation died postoperatively, a victim of an epidemic of staphylococcus meningitis in the hospital. The 8rd patient regained consciousness after operation but became stuporous and hemiplegic ~ days later. Autopsy revealed bilateral occlusion of the anterior cerebral vessels proximal to the aneurysm. Two patients operated on while in stupor never regained consciousness.
One survivor manifests severe neurological dysfunction 7 months after proximal ligatiou (Table 3) . She has continued to improve and indeed is very similar to one other pa- 
